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Test Procedure for §170.314(g)(1) Automated numerator recording
Test Procedure for §170.314(g)(2) Automated measure calculation

This document describes the test procedure for evaluating conformance of EHR technology to the
certification criteria defined in 45 CFR Part 170 Subpart C of the Health Information Technology:
Standards, Implementation Specifications, and Certification Criteria for Electronic Health Record
Technology, 2014 Edition; Revisions to the Permanent Certification Program for Health Information
Technology, Final Rule. The document is organized by test procedure and derived test requirements with
traceability to the normative certification criteria as described in the Overview document located at
http://www.healthit.gov/certification (navigation: 2014 Edition Test Method). The test procedures may be
updated to reflect on-going feedback received during the certification activities.

The Department of Health and Human Services (HHS)/Office of the National Coordinator for Health
Information Technology (ONC) has defined the standards, implementation guides and certification criteria
used in this test procedure. Applicability and interpretation of the standards, implementation guides and
certification criteria to EHR technology is determined by ONC. Testing of EHR technology in the
Permanent Certification Program, henceforth referred to as the ONC Health Information Technology (HIT)
Certification Program?, is carried out by National Voluntary Laboratory Accreditation Program (NVLAP)-
Accredited Testing Laboratories (ATLs) as set forth in the final rule establishing the Permanent
Certification Program (Establishment of the Permanent Certification Program for Health Information
Technology, 45 CFR Part 170; February 7, 2011).

Questions or concerns regarding the ONC HIT Certification Program should be directed to ONC at
ONC .Certification@hhs.gov.

CERTIFICATION CRITERIA

These certification criteria are from the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule issued by the
Department of Health and Human Services (HHS) on September 4, 2012.

§170.314(g)(1) Automated numerator recording. For each meaningful use objective with a percentage-
based measure, EHR technology must be able to create a report or file that enables a user to review the
patients or actions that would make the patient or action eligible to be included in the measure’s
numerator. The information in the report or file created must be of sufficient detail such that it enables a

! Disclaimer: Certain commercial products may be identified in this document. Such identification does not imply
recommendation or endorsement by ONC.

% Health Information Technology: Standards, Implementation Specifications, and Certification Criteria for Electronic
Health Record Technology, 2014 Edition; Revisions to the Permanent Certification Program for Health Information
Technology, Final Rule
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user to match those patients or actions to meet the measure's denominator limitations when necessary to
generate an accurate percentage.

8170.314(g)(2) Automated measure calculation. For each meaningful use objective with a percentage-
based measure that is supported by a capability included in an EHR technology, electronically record the
numerator and denominator and create a report including the numerator, denominator, and resulting
percentage associated with each applicable meaningful use measure.

Per Section III.A of the preamble of the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule, the 2014 Edition of
8170.314(g)(1) automated numerator recording is classified as new from the 2011 Edition. The
§170.314(g)(1) automated numerator recording certification criterion meets at least one of the factors of
new certification criteria: (1) The certification criterion only specifies capabilities that have never been
included in previously adopted certification criteria; or, (2) The certification criterion was previously
adopted as “mandatory” for a particular setting and subsequently adopted as “mandatory” or “optional” for
a different setting.

Per Section Ill.A of the preamble of the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule, the 2014 Edition of
8170.314(g)(2) automated measure calculation is classified as revised from the 2011 Edition. The
§170.314(g)(2) automated measure calculation Certification Criterion meets at least one of the three
factors of revised certification criteria: (1) the certification criterion includes changes to capabilities that
were specified in the previously adopted certification criterion, (2) the certification criterion has a new
mandatory capability that was not included in the previously adopted certification criterion, or (3) the
certification criterion was previously adopted as “optional” for a particular setting and is subsequently
adopted as “mandatory” for that setting.

Per Section Ill.A of the preamble of the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule where the
§170.314(g)(1) automated numerator recording certification criterion is discussed:

¢ “As we acknowledged in the Proposed Rule, this certification criterion could only help so much
because of the potential that an EHR Module would not necessarily have the ability to determine
the appropriate denominator for a given measure.”

o “...we clarify that for the purposes of testing and certification, an EHR Module would not need to
be able to precisely identify the MU numerator after all of the denominator’s filtering had been
applied. Instead, it will need to be able to identify that patients or actions that would generally
meet the numerator and the minimum denominator criteria that would be necessary to match the
information provided by the EHR Module to the full denominator criteria from other data sources.”

2 i



2014 Edition \
Test Procedure for §170.314 (g)(1) Automated numerator recording & The Office of the National Coordinator for ;

§170.314 (g)(2) Automated measure calculation Health Information Technology
Approved Test Procedure Version 1.6 B July 11, 2013

e “Additionally, to reflect that in order for this information to be useful to an EP, EH, or CAH to
determine the true numerator, the EHR Module (similar to the automated measure calculation
certification criterion) would need to be able to produce a file/report that identifies those patients
or actions that would meet the numerator.”

e “We note that depending on the certification criterion or criteria to which the EHR Module is
presented for certification that the potential approach to determine the overall number of patients
or actions may be different.”

e “This requirement is broadly applicable to every EHR Module presented for certification and we
decline to provide any exemption.”

e “..thisis approach [an EHR Module presented for testing and certification [to] get certified to the
automated measure calculation certification criterion instead of the automated numerator
certification criterion] is permitted and encouraged in instances where EHR technology
developers have developed a sufficiently large EHR Module such that it could meet the
automated measure calculation certification criterion for all of the capabilities it includes and that
correlate to percentage-based MU measures... Where possible, we encourage EHR technology
developers to follow this approach in order to provide EPs, EHs, and CAHs with the most efficient
means of identifying the numerators and denominators for an MU EHR reporting period. We also
note that it is also permitted and encouraged for EHR technology developer to seek certification
for a combination of automated numerator and measure calculation certification criteria where the
EHR Module may have a reliable and known denominator that can be used as the basis for
calculating certain percentage-based MU measures.”

Per Section Ill.A of the preamble of the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule where the
8170.314(g)(2) automated measure calculation certification criterion is discussed:

e “...beginning in FY/CY 2014 EHR technology will need to be certified to the 2014 Edition EHR
certification criteria to meet the CEHRT definition and the tables clearly associate the certification
criterion or criteria with the MU objective it supports”

¢ “We emphasized that testing to this certification criterion would not only include verification of the
ability of EHR technology to generate numerators and denominators, but would also verify the
accuracy of the numerators and denominators generated by the EHR technology.”

o “Additionally, we stated that testing and certification to this revised certification criterion would
include testing and certifying the ability to electronically record the numerator and denominator
and create a report including the numerator, denominator, and resulting percentage associated
with each applicable MU measure that is supported by a capability in the new certification criteria
proposed and adopted in a final rule.”

e “This certification criterion requires EHR technology to demonstrate the capability to
automatically create reports based on the numerator and denominator for MU objectives with
percentage-based measures.”

e “This certification criterion is required in order for EHR technology presented for certification to
meet the Complete EHR definition. We permit, but do not require, EHR technology presented as
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an EHR Module for certification to also be certified to this certification criterion. In instances
where an EHR Module is not presented for certification to this certification criterion, it would need
to be certified to the “automated numerator calculation” certification criterion adopted in this final
rule.”

e “While we realize such detailed information [patient identifiers and data elements and if the
patient record assessed met or did not meet the objective] may have value for an EP, EH, and
CAH, but we do not believe that we need to require such level of detail be displayed to the user
for purposes of certification and to support the calculation and reporting of objectives with
percentage-based measures. We note, however, that this level of detail may be useful to
demonstrate an EHR technology’s compliance with this certification criterion during testing.”

¢ “Finally, we wish to make clear that for MU objectives which CMS has provided flexibility in its
final rule for EPs, EHs, and CAHSs to pursue alternative approaches to measuring a numerator
and denominator, the EHR technology must be able to support all CMS-acceptable approaches
in order to meet this certification criterion. For example, there are two options for counting
emergency department admissions. If an EHR technology developer only included one option in
its EHR technology for certification, the EHR technology developer would take away the flexibility
granted to the EP, EH or CAH by CMS. We believe that this flexibility should be available to all
EPs, EHs, and CAHs regardless of what Certified EHR Technology they utilize.”

CHANGES FROM 2011 10 2014 EDITION

Per Section Ill.A of the preamble of the Health Information Technology: Standards, Implementation
Specifications, and Certification Criteria for Electronic Health Record Technology, 2014 Edition; Revisions
to the Permanent Certification Program for Health Information Technology, Final Rule where the
automated numerator recording and automated measure calculation certification criterion is discussed:

o “We revised the certification criterion to clearly identify that the recording, calculating, and
reporting capabilities required by this certification criterion apply to the numerator and
denominator associated with the capabilities that support an MU objective with a percentage-
based measure. We clarified that the capabilities are the capabilities included in the certification
criteria to which a Complete EHR or EHR Module is presented for certification.”

o “We include a table at the beginning of the discussion of each certification criterion or criteria that
specifies the MU objective that the 2014 Edition EHR certification criterion or criteria support. The
objective cited is either a Stage 1 or Stage 2 objective that will be effective for the EHR reporting
periods in FY/CY 2014”
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Table 1

The following table provides a description of the Stage 1 Medicare and Medicaid Electronic Health
Record (EHR) Incentive Program objectives supported by the measure calculation (8170.314(g)(2)) and
numerator recording (8170.314(g)(1)) certification criteria.

Testing Crosswalk for 170.314(g)(1) and 170.314(g)(2)

Meaningful Use

Stage 1 and 2 Percentage-
Based Measures

DTR170.314(g)(1)/(2) — 4:
Problem List

DTR170.314(g)(1)/(2) - 5:
Medication List

DTR170.314(g)(1)/(2) — 6:
Medication Allergy List

DTR170.314(g)(1)/(2) — 7:
Computerized Provider
Order Entry (CPOE)

DTR170.314(g)(1)/(2) — 8:
Electronic Prescribing (eRx)

DTR170.314(g)(1)/(2) — 9:
Demographics

DTR170.314(g)(1)/(2) — 10:
Vital Signs

DTR170.314(g)(1)/(2) — 11:
Smoking Status

DTR170.314(g)(1)/(2) — 12:
Lab Results Incorporated

DTR170.314(g)(1)/(2) — 13:
Patient Reminders

DTR170.314(g)(1)/(2) — 14:
View, Download,
Transmit (VDT)

DTR170.314(g)(1)/(2) — 15:
Clinical Summary

DTR170.314(g)(1)/(2) — 16:
Patient Education

Certification Criteria that Directly
Correlate with Utilization Expected by
Meaningful Use Percentage-based
measure(s)

§170.314(a)(5) Problem list

§170.314(a)(6) Medication list

8170.314(a)(7) Medication Allergy list

8170.314(a)(1) Computerized Provider
Order Entry

8170.314(a)(6) Medication list

§170.314(b)(3) Electronic prescribing

§170.314(a)(10) Drug Formulary Checks

§170.314(a)(3) Demographics

§170.314(a)(4) Vital signs, body mass
index, and growth charts

§170.314(a)(11) Smoking status

§170.314(b)(5)(A) Incorporate laboratory
tests and values/results

§170.314(b)(5)(B) Incorporate laboratory
tests and values/results

Supported by §170.314(a)(14) Patient list
creation

§170.314(e)(1) View, download, and
transmit to 3rd party

8170.314(e)(2) Ambulatory setting only—
clinical summary

§170.314(a)(15) Patient-specific
education resources

Comments, Additional
Certification Criteria

No Stage 2 Measure

No Stage 2 Measure

No Stage 2 Measure

§170.314(a)(6) Medication list
required for Stage 1 measure
calculation for (g)(2) only

§170.314(a)(10) Drug
Formulary Checks required for
Stage 2 measure calculation
(9)(2) and numerator recording

(9)(1) only

Required for (g)(2) testing of
Complete EHR

The Office of the National Coordinator fo’r\ ;
Health Information Technology
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Testing Crosswalk for 170.314(g)(1) and 170.314(g)(2)

Meaningful Use

Stage 1 and 2 Percentage-
Based Measures

DTR170.314(g)(1)/(2) — 17:
Medication Reconciliation

DTR170.314(g)(1)/(2) — 18:
Summary of Care

DTR170.314(g)(1)/(2) — 19:
Secure Electronic Messaging

DTR170.314(g)(1)/(2) — 20:
Imaging

DTR170.314(g)(1)/(2) — 21:
Family Health History

DTR170.314(g)(1)/(2) — 22:
Electronic Notes

DTR170.314(g)(1)/(2) — 23:
Advance Directives

DTR170.314(g)(1)/(2) — 24:
Structured Lab EH to EP

DTR170.314(g)(1)/(2) — 25:
Electronic Medication
Administration Record
(eMAR)

Certification Criteria that Directly
Correlate with Utilization Expected by
Meaningful Use Percentage-based
measure(s)

§170.314(b)(4) Clinical information
reconciliation

8170.314(b)(2) Transitions of care -
create and transmit transition of
care/referral summaries

§170.314(e)(3) Ambulatory setting only—
secure messaging

8170.314(a)(12) Image Results

§170.314(a)(13) Family health history

8170.314(a)(9) Electronic notes

§170.314(a)(17) Inpatient setting only—
advance directives

170.314(b)(6) Inpatient setting only—
transmission of electronic laboratory tests
and values/results to ambulatory
providers

§170.314(a)(16) Inpatient setting only—
eMAR

Comments, Additional
Certification Criteria

§170.314(b)(1) Transitions of
care — receive, display, and
incorporate summary care
records may support
electronic receipt of transitions
of care/referral summaries in
Stage 2

Measure calculation (g)(2) for
the Stage 2 Measure #2 is
supported by 8§170.314(b)(2)
Transitions of care - create
and transmit transition of
care/referral summaries;
Similarly the Stage 2 Measure
#1 is supported
§170.314(b)(2) does not alone
rely on the use of EHR
technology certified to
§170.314(b)(2) to count
actions in the measure’s
numerator.

No Stage 1 Measure

No Stage 1 Measure

No Stage 1 Measure

No Stage 1 Measure

No Stage 1 Measure

No Stage 1 Measure

The Office of the National Coordinator fo4r\ ;
Health Information Technology
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INFORMATIVE TEST DESCRIPTION (GENERAL)

This section provides an informative description of how the test procedures for §170.314(g)(1) and
§170.314(g)(2) are organized and conducted. It is not intended to provide normative statements of the
certification requirements.

Per the ONC final rule, Vendors presenting Module EHR technology for certification must meet the
§170.314(g)(1) requirements at a minimum and present a report with patients or actions meeting a
measure’s numerator definition without the limitations of the denominator definition. Vendors are
encouraged to capture additional denominator measure elements in Module EHR technology in a manner
that defines the numerator more accurately than a numerator without denominator limitations.

The test procedures are organized in the following order:

e The Derived Test Requirements’ Required Vendor Information and Required Test Procedures for
§170.314(g)(2) and §8170.314(g)(1) are presented together and labeled as §170.314(g)(1)/(2).
The Tester and Vendor will follow all §170.314(g)(1)/(2) steps for §170.314(g)(2) and
8170.314(g)(1) for EHRs presenting for Complete and Module EHR certification.

e The Test Data for §170.314(g)(2) and §170.314(g)(1) are presented in the same spreadsheet tab

o Vendors presenting Complete EHR technology, and Vendors presenting Module EHR
technology that opt to test to §170.314(g)(2) will follow the Inspection Test Guide for
8170.314(g)(2); Labs will refer to the “Denominator Increment” and “Numerator
Increment” columns in the Test Data spreadsheet.

o EHRs presenting as a Module EHR will follow the Inspection Test Guide for
§170.314(g)(1); Labs will refer to the “Numerator Recorded” column in the Test Data
spreadsheet.

The 8170.314(g)(1) Inspection Test Guide evaluates the capability for a EHR Module to electronically
record the numerator for each meaningful use objective with a percentage-based measure, and to create
a report or file that enables a user to review the patients or actions that would make the patient or action
eligible to be included in the measure’s numerator with each applicable meaningful use measure. The
information in the report or file must be of sufficient detail such that it enables a user to match those
patient or actions to meet the measure's denominator limitations when necessary to create an accurate
percentage. Identifying information may include and is not limited to: patient demographic (last name, first
name, sex, date of birth) and encounter information.

The 8§170.314(g)(2) Inspection Test Guide evaluates the capability for a Complete EHR or EHR Module to
electronically record the numerator and denominator for each meaningful use objective with a
percentage-based measure, to calculate the resulting percentage, and to create a report that includes the
numerator, denominator, and resulting percentage associated with each applicable meaningful use
measure.

The applicable percentage-based meaningful use measures are from the Centers for Medicare &
Medicaid Services (CMS) Final Rule for the Medicare and Medicaid Programs Electronic Health Record
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Incentive Program — Stage 2 and the Centers for Medicare & Medicaid Services (CMS) Final Rule for the
Medicare and Medicaid Programs Electronic Health Record Incentive Program — Stage 1.

The test data are supplied by ONC and the Vendor, solely or in combination per the instructions within the
test data narrative for each meaningful use measure.

Per the ONC final rule, certified EHR technology should to support EPs, EHs, and CAHs in measuring the
numerator and denominator where CMS has provided flexibility in its final rule. The test procedure
requires Vendors to identify and be tested on one or more method(s) by which the numerator and
denominator can be populated.

This document is organized as follows:

e 3 global sections to address required capabilities across any or all modules, that can be
demonstrated once for each module, combination of modules, or complete EHR brought for
testing

o 19 measure-specific sections to address required capabilities for each measure

Within the global sections, the test procedure addresses the capability of EHR technology to create
reports for measures for a specified reporting period, including and not limited to: any 90 consecutive
days within a calendar year, including 90 consecutive day periods that span across more than 3 months
(e.g. Beginning May 12th), calendar year quarters (first, second, third, fourth), calendar year, 90
consecutive days within a federal fiscal year, federal fiscal year quarters (first, second, third, fourth), and
federal fiscal year. For Ambulatory settings, this test procedure addresses the capability of EHR
technology to report measures only for patients seen by the EP, where applicable. For Inpatient settings,
this test procedure addresses the capability for EHR technology to allow eligible hospitals and critical
access hospitals to calculate emergency department (ED) admissions using one of two methods
(observation services method vs. all ED visits method).

Within each of the 19 measure-specific sections, the test procedure addresses the capabilities to record
the numerator and denominator and resulting percentage for §170.314(g)(2) and numerator only for
§170.314(g)(1) for each measure for both Stage 1 and Stage 2 of meaningful use:
e Record — evaluates the capability to electronically record the numerator and denominator for each
meaningful use objective with a percentage-based measure
o The Vendor identifies the method(s) by which the EHR technology records all numerator and
denominator measure elements for each measure
o The Tester records all numerator and denominator measure elements for the method(s) by
which the EHR technology records the numerator and denominator for each measure
o Ifthe Vendor indicates that the EHR automatically records all the required values for the
numerator and denominator, as applicable to §170.314(g)(1) and §170.314(g)(2), for each
measure, the Tester proceeds to create a measure report
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o The Tester verifies that the numerator and denominator, as applicable to §170.314(g)(1) and
8170.314(g)(2), recorded are accurate and complete, based on the measure elements
described in the Inspection Test Guide

Within each of the 19 measure-specific sections, the test procedures address the capabilities to report

each measure for both Stage 1 and Stage 2 of meaningful use:

e Report — evaluates the capability to create a report that includes the numerator, denominator, and
resulting percentage for §170.314(g)(2) and numerator only for 8170.314(g)(1) associated with each
percentage-based meaningful use measure

o The Vendor enters the test patients designated by the Test Data Scenario 1 for each
measure (i.e. Vendor setup prior to testing).

o Using Vendor-identified functions, the Tester creates a report that includes the numerator,
denominator, and resulting percentage for each measure based on a combination of the
Vendor-supplied and ONC-supplied test data from Test Data Scenario 1 (baseline measure
report)

o The Tester records the numerator, denominator, and resulting percentage for each measure

o The Tester selects at least one Test Case for each meaningful use measure from Test Data
Scenario 2 to modify the numerator of patients entered from Test Data Section 1; the Tester
enters the information for the Test Case(s) selected

o The Tester selects a range of Test Cases for each meaningful use measure from Test Data
Scenario 3 to populate the numerator and denominator of new or existing patients; the Tester
enters the information for the Test Case(s) selected

o The Tester selects a range of Test Cases for each meaningful use measure from Test Data
Scenario 4 to populate the denominator only of new patients or existing patients; the Tester
enters the information for the Test Case(s) selected

o The Tester selects a range of Test Cases for each meaningful use measure from Test Data
Scenario 5 that does not populate the numerator or denominator of new or existing patients
from Test Data Scenarios 1, 2, 3, and/or 4; the Tester enters the information for the Test
Case(s) selected

o Using Vendor identified functionalities, the Tester creates the report that includes the
numerator, and denominator and resulting percentage (for g2 only) associated with each
percentage-based meaningful use measure based on the Vendor-supplied test data and the
Tester-selected Test Case(s) from the ONC-supplied test data (delta report)

o The Tester verifies that the increments in the numerator and denominator, and the resulting
percentage produced in the delta report are accurate and complete and represent the
expected increments in comparison to the baseline measure report, based on the Vendor-
supplied test data and added Tester-selected test data set from the ONC-supplied test data,
and reflecting the method(s) used to populate the numerator (g1,92) and denominator (g2
only). The Tester uses the English Statements described in the Inspection Test Guide for
each measure
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Each measure-specific Informative Test Description provides a Measure Element list and English
Statements for each measure. The English Statements derive from the CMS Stage 2 final rule definitions
of a measure’s numerators and denominators. The Measure Element list deconstructs the English
Statements to provide the discrete measure elements for recording the numerator (g1, g2) and
denominator (g2 only).

The test procedures for §170.314(g)(1) and §170.314(g)(2) will include measure elements that contribute

to their respective numerator and denominator exclusions that are captured through the EHR technology.

This test procedure will not address the statements that qualify an EP, EH, or CAH for exclusion during

the CMS attestation process that cannot be calculated by the EHR technology. The following list

identifies the attestation-based exclusions that an EP, EH, or CAH must state during attestation and that

are not addressed through these test procedures:

¢ eMAR: Any hospital with an average daily Inpatient census of fewer than ten patients

e ePrescribing: Any EP or EH/CAH that does not have a pharmacy within their organization and there
are no pharmacies that accept electronic prescriptions within 10 miles of the EP’s/EH’s practice
location at the start of his/lher EHR reporting period

¢ Imaging: No access to electronic imaging results at the start of the EHR reporting period

e Secure Messaging: Any EP who conducts 50 percent or more of his or her patient encounters in a
county that does not have 50 percent or more of its housing units with 3Mbps broadband availability
according to the latest information available from the FCC on the first day of the EHR reporting period

e Vitals: Any EP who believes that all 3 vital sign elements are out of scope

The test data for §170.314(g)(1) and §8170.314(g)(2) is ONC and Vendor supplied. ONC supplies Test
Cases to be used during the test, and the Vendor supplies information as directed in the test data. The
test data is organized into 5 Test Data Scenarios. Within each Test Data scenario are Test Cases
(designated as 1.1 to 5.x). Each notation represents a single Test Case. The first Test Data Scenario
requires set up and all Test Cases (1.1 to 1.x) are provided for Vendor set up in preparation for testing as
indicated in Required Vendor Information (VE test steps) within the Normative Test Procedure . In
subsequent Test Data Scenarios (2-5), the Tester shall select one or more Test Cases from each
scenario (e.g. 2.x, 3.x, 4., 5.x) to demonstrate different combinations of populating the numerator (g1,92)
and denominator (g2 only).

REFERENCED STANDARDS

None

DERIVED TEST REQUIREMENTS — GLOBAL

These Derived Test Requirements (DTRs) must be completed once (as applicable for the Ambulatory or
Inpatient setting) for the Complete EHR or any modules tested using this test procedure. The starting
page number for each global DTR is listed below:
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DTR170.314(g)(1)/(2) — 1: Adjust Reporting Period and Stage 13
DTR170.314(g)(2) — 2: Attribute Measure Actions to Appropriate Ambulatory Provider (Ambulatory Only) 14
DTR170.314(g)(2) — 3: Select Method to Determine Admissions (Inpatient Only) 16

DERIVED TEST REQUIREMENTS — MEASURE-SPECIFIC

Each DTR includes a measure description, informative test description, CMS final rule references, English

statements (narrative description of the measure), measure elements (a listing of data that may be

needed to calculate the measure), and test data narrative for each measure. The starting page number
for each measure-specific DTR is listed below:

DTR170.314.g2 — 4: Problem List 19
DTR170.314.g2 — 5: Medication List 24
DTR170.314.g2 — 6: Medication Allergy List 29
DTR170.314.g2 — 7: Computerized Provider Order Entry (CPOE) 34
DTR170.314.g2 — 8: Electronic Prescribing (eRx) 43
DTR170.314.g2 — 9: Demographics 51
DTR170.314.g2 — 10: Vital Signs 57
DTR170.314.g2 — 11: Smoking Status 68
DTR170.314.g2 — 12: Lab Results Incorporated 74
DTR170.314.g2 — 13: Patient Reminders 80
DTR170.314.g2 — 14: View, Download, Transmit (VDT) 86
DTR170.314.g2 — 15: Clinical Summary 95
DTR170.314.g2 — 16: Patient Education 101
DTR170.314.g2 — 17: Medication Reconciliation 107
DTR170.314.g2 — 18: Summary of Care 114
DTR170.314.g2 — 19: Secure Electronic Messaging 123
DTR170.314.g2 — 20: Imaging 129
DTR170.314.g2 — 21: Family Health History 134
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DTR170.314.g2 — 22: Electronic Notes
DTR170.314.g2 — 23: Advance Directives
DTR170.314.g2 — 24: Structured Lab EH to EP

DTR170.314.g2 - 25: Electronic Medication Administration Record (eMAR)

140
146
151

157
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DERIVED TEST REQUIREMENTS — GLOBAL

DTR170.314(g)(1)/(2) — 1: Adjust Reporting Period and Stage

The following Global Derived Test Requirement shall be tested for §170.314(g)(1) Automated numerator
recording and §170.314(g)(2) Automated measure calculation for the Ambulatory setting and Inpatient

settings.

Required Vendor Information

VE170.314(g)(1)/(2) — 1.01:

VE170.314(g)(1)/(2) — 1.02:

VE170.314(g)(1)/(2) — 1.03:

Required Test Procedure:
TE170.314(g)(1)/(2) — 1.01:

TE170.314(g)(1)/(2) - 1.02:

TE170.314(g)(1)/(2) - 1.03:

Using ONC-supplied and Vendor-supplied test data, the Vendor shall identify
at least one measure and corresponding test data for this test and create test
patients to be used for this test as indicated in TD170.314(g)(1)/(g)(2) Test
Data Scenario 1

Vendor shall identify the EHR function(s) available to specify the reporting
period for the numerator recording (g1) or measure calculation (g2) report by
adjusting report date settings

Vendor shall identify the EHR function(s) available to specify Stage 1 and
Stage 2 reporting for numerator recording (g1) or measure calculation (g2)

Prior to the start of the test, the Vendor populates the EHR with all Test

Cases indicated in the selected measure’s Test Data Scenario 1

Using Vendor identified EHR functions, the Tester causes the EHR to

demonstrate the capability to create a report for the following reporting

periods (at a minimum):

o Ambulatory: Eligible Professional Reports: Any 90 consecutive days
within a calendar year, including 90 day periods that span across more
than 3 months (e.g. Beginning May 12th); calendar year quarters (first,
second, third, fourth); and calendar year

¢ Inpatient: Eligible Hospital/ Critical Access Hospital Reports: Any 90
consecutive days within a federal fiscal year; federal fiscal year quarters
(first, second, third, fourth); and federal fiscal year

Using Vendor-identified EHR functions, the Tester causes the EHR to

demonstrate the capability to select and create report(s) for both Stage 1 and

Stage 2 of meaningful use

Inspection Test Guide for (9)(1) and (g)(2):

IN170.314(g)(1)/(2) — 1.01: The Tester shall verify that the Vendor is able to accurately adjust the

reporting period types in TE170.314(g)(1)/(2) — 1.02 and that the numerator
(91, g2) and denominator (g2 only) information is accurate and complete for
each reporting period and meaningful use stage
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DTR170.314(g)(2) — 2: Attribute Measure Actions to Appropriate Ambulatory Provider (Ambulatory
Only)

The following Global Derived Test Requirement shall be tested for §170.314(g)(2) Automated measure
calculation for the Ambulatory setting.

For Stage 1 and Stage 2 meaningful use measures where population of the numerator is dependent on
actions performed directly by the EP or during an office visit with the EP, this test ensures that the EHR
has the capability to populate the numerator and denominator for the EP based on these actions and
office visits.

If a patient is seen by multiple EPs or has a non-EP office visit using EHR technology during a reporting
period, this test verifies that the numerator recording or automated measure calculation is able to
differentiate between providers (or other staff) who perform actions that trigger populating the numerator
and/or denominator and attribute the actions accurately.

Table 2

The following table provides the Measure-Specific Derived Test Requirements that are required to be
tested for DTR170.314(g)(2) — 2 and supporting language, from the CMS Stage 2 Final Rule.

Measure-Specific Derived Test Requirement
“More than 30 percent of medication, [laboratory, and radiology]

orders created by the EP during the EHR reporting period are
recorded using computerized provider order entry.”

DTR170.314(g)(2) — 7: Computerized Provider
Order Entry (CPOE)

“More than 50 percent of all permissible prescriptions or all

DTR170.314(9)(2) - 8: Electronic Prescribing prescriptions, written by the EP are queried for a drug

(eRX) formulary and transmitted electronically using CEHRT.”
“...more than 55 percent of all clinical lab tests results ordered

DTR170.314(g)(2) — 12: Lab Results by the EP during the EHR reporting period whose results are

Incorporated either in a positive/ negative affirmation or numerical format are

incorporated in Certified EHR technology as structured data.
“More than 50 percent of all unique patients seen by the EP
during the EHR reporting period are provided timely (available
to the patient within 4 business days after the information is
available to the EP) online access to their health information
subject to the EP’s discretion to withhold certain information”

DTR170.314(g)(2) — 14: View, Download,
Transmit (VDT)

“Number of office visits conducted by the EP during the

DTR170.314(g)(2) — 15: Clinical Summary EHR reporting period.”

“Patient-specific education resources identified by Certified
EHR Technology are provided to patients for more than 10
percent of all unique patients with office visits seen by the EP
during the EHR reporting period.”

“...the EP performs medication reconciliation for more than
50 percent of transitions of care in which the patient is
transitioned into the care of the EP.”

“...the EP that transitions or refers their patient to another
setting of care or provider of care provides a summary of care
record for more than 50 percent of transitions of care and
referrals...”

DTR170.314(g)(2) — 16: Patient Education

DTR170.314(g)(2) — 17: Medication
Reconciliation

DTR170.314(g)(2) — 18: Summary of Care
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“Number of tests whose result is one or more images ordered
by the EP or by an authorized provider on behalf of the eligible
DTR170.314(g)(2) — 20: Imaging hospital or CAH for patients admitted to its inpatient or
emergency department (POS 21 and 23) during the EHR
reporting period.”
“Enter at least one electronic progress note created, edited,
and signed by an EP for more than 30 percent of unique
DTR170.314(g)(2) — 22: Electronic Notes patients with at least one office visit during the EHR reporting
period. The text of the electronic note must be text-searchable
and may contain drawings and other content.”

Required Vendor Information

VE170.314(g)(2) — 2.01: The Vendor shall identify at least one test patient

VE170.314(g)(2) — 2.02: The Vendor shall identify at least two Eligible Professionals (EPs) for this test

VE170.314(g)(2) — 2.03: Using Vendor-supplied test data, the Vendor shall identify at least one measure
and corresponding test data for this test

VE170.314(g)(2) — 2.04: The Vendor shall create test data for the patient(s) and EPs identified in
VE170.314(g)(2) — 2.01 and VE170.314(g)(2) — 2.02 for the measure identified
in VE170.314(g)(2) — 2.03

VE170.314(g)(2) — 2.05: The Vendor shall identify the EHR function(s) to select the EP for reporting of the
automated measure calculation ((g)(2))

Required Test Procedure:

TE170.314(g)(2) — 2.01: Using the EHR function(s) identified by the Vendor, the Tester shall cause the
EHR to create a report for two Eligible Professionals (these may be two
separate reports) that includes the test data input in VE170.314(g)(2) — 2.04

TE170.314(g)(2) — 2.02: The Tester causes the EHR to increment the numerator of patients entered for
one of the two Eligible Professionals

TE170.314(g)(2) — 2.03: Using Vendor identified EHR functions, the Tester causes the EHR to create a
report for both Eligible Professionals (these may be two separate reports)

TE170.314(g)(2) — 2.04: The Tester shall verify that a report that includes the numerator, denominator,
and resulting percentage (g2 only) is created correctly and without omission,
based on the Vendor-supplied test data and actions performed in
TE170.314(g)(2) — 2.02, and reflects the method(s) used to populate the
numerator and denominator. The Tester uses the English Statements described
in the Inspection Test Guide to verify the expected results for the Eligible
Professional for whom the numerator contains expected incremental increases

Inspection Test Guide for (9)(2)

IN170.314(g)(2) — 2.01: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected Test
Cases as indicated in the Test Data Set Up and Test Data Modification for the
Eligible Professional for whom the numerator contains expected incremental
increases
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DTR170.314(g)(2) - 3: Select Method to Determine Admissions (Inpatient Only)

The following Global Derived Test Requirement shall be tested for §170.314(g)(2) Automated measure
calculation for the Inpatient setting.

Per Medicare and Medicaid Programs Electronic Health Record Incentive Program—Stage 2; Health
Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2014 Edition; Revisions to the Permanent Certification Program for
Health Information Technology; Final Rule there are two methods for calculating inpatient admissions:
“We proposed that admissions to the eligible hospital or CAH can be calculated using one of two methods
currently available under Stage 1 of meaningful use.
e The observation services method
o includes all patients admitted to the inpatient department (POS 21) either directly or
through the emergency department and patients who initially present to the emergency
department (POS 23) and receive observation services....
o Patients who receive observation services under both the outpatient department (POS
22) and emergency department (POS 23) should be included in the denominator under
this method.
e The all emergency department method
o includes all patients admitted to the inpatient department (POS 21) either directly or
through the emergency department and all patients receiving services in the emergency
department (POS 23).”

EHR technology must allow an Eligible Hospital or Critical Access Hospital (EH/CAH) to select either
method for calculating admissions; however, this test procedure tests that EHR technology allows EHs
and CAHs to use both methods for calculating admissions.

In subsequent testing of measure-specific derived test requirements, DTR170.314(g)(1)/(2) — 4 through
DTR170.314(g)(1)/(2) — 25, the Vendor shall select a single approach for calculating inpatient admissions
where applicable.

Table 3

The following table provides a list of all Measure-specific Derived Test Requirements for which
DTR170.314(g)(2) — 3 applies to.

Measure-specific Derived Test Requirements for DTR170.314(g)(2) — 3
DTR170.314(g)(2) — 4: Problem List

DTR170.314(g)(2) — 5: Medication List

DTR170.314(g)(2) — 6: Medication Allergy List

DTR170.314(g)(2) — 9: Demographics

DTR170.314(g)(2) — 10: Vital Signs

DTR170.314(g)(2) — 11: Smoking Status

DTR170.314(g)(2) — 16: Patient Education
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DTR170.314(g)(2) — 21: Family Health History
DTR170.314(g)(2) — 22: Electronic Notes
DTR170.314(g)(2) — 23: Advance Directives

Required Vendor Information

VE170.314(g)(2) — 3.01:Vendor shall provide the test data necessary to record admission information for
test patients during a vendor-identified reporting period:
e (A) Direct admission to inpatient department (POS 21)
e (B) Admitted to the ED and then admitted to the inpatient department (POS
21)
e (C) Admitted to the ED and discharged from the ED (POS 23)
e (D) Admitted to the ED and received observation services and then admitted
to the inpatient department (POS 21)
o (E) Admitted to the inpatient department upon receiving observation services
in the outpatient department of the hospital (POS 22)
VE170.314.(g)(2) — 3.02:The Vendor shall identify the EHR function(s) to select the reporting of the
automated measure calculation (g2 only) using both the “Observation Services
Method” and the “All ED Visits Method”

Required Test Procedure

TE170.314(g)(2) — 3.01: Prior to the start of the test, the Vendor populates the EHR with all Test Cases
indicated in Test Data Scenario 1 for each applicable Measure-specific Test Data
set (refer to Table 2 for complete list)

TE170.314(g)(2) — 3.02: Using Vendor identified EHR functions, the Tester causes the EHR to generate
reports using both methods for inpatient admission:

e Observation Services Method
e All ED Visits Method

TE170.314(g)(2) — 3.03: Using the Inspection Test Guide, the Tester shall verify that the methods and

reports to calculate inpatient admission are complete and accurate

Inspection Test Guide for (9)(2)

IN170.314(g)(2) — 3.01: The Tester shall verify that the Vendor included patients and encounter
information for all scenarios identified in each Measure-specific Test Data
Scenario 1:

e (A) Direct admission to inpatient department (POS 21)

e (B) Admitted to the ED and then admitted to the inpatient department (POS
21)

e (C) Admitted to the ED and discharged from the ED (POS 23)

¢ (D) Admitted to the ED and received observation services and then admitted
to the inpatient department (POS 21)

¢ (E) Admitted to the inpatient department upon receiving observation services
in the outpatient department of the hospital (POS 22)
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IN170.314(g)(2) — 3.02: The Tester shall verify that calculation of the Observation Services Method is
accurate and includes test patients with:
e (A) Direct admission to inpatient department (POS 21)
o (B) Admitted to the ED and then admitted to the inpatient department (POS
21)
¢ (D) Admitted to the ED and received observation services and then admitted
to the inpatient department (POS 21)
¢ (E) Admitted to the inpatient department upon receiving observation services
in the outpatient department of the hospital (POS 22)
IN170.314(g)(2) — 3.03: The Tester shall verify that calculation of the All ED Visits Method is accurate and
includes test patients with:
e (A) Direct admission to inpatient department (POS 21)
e (B) Admitted to the ED and then admitted to the inpatient department (POS
21)
e (C) Admitted to the ED and discharged from the ED (POS 23)
¢ (D) Admitted to the ED and received observation services and then admitted
to the inpatient department (POS 21)
¢ (E) Admitted to the inpatient department upon receiving observation services
in the outpatient department of the hospital (POS 22)
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DERIVED TEST REQUIREMENTS — MEASURE-SPECIFIC
DTR170.314(g)(1)/(2) — 4: Problem List

Measure Description

Stage 1 Measure:

o Eligible Professional (EP): More than 80 percent of all unique patients seen by the EP during the
EHR reporting period have at least one entry or an indication that no problems are known for the
patient recorded as structured data

e Eligible Hospital/Critical Access Hospital (EH/CAH): More than 80 percent of all unique patients
admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
during the EHR reporting period have at least one entry or an indication that no problems are
known for the patient recorded as structured data

Measure—specific Informative Test Description:

The test procedures for §170.314(g)(1) and §170.314(g)(2) evaluate the capability of the EHR to populate
the numerator when at least one entry or an entry indicating no known problems is documented on a
patient’s problem list. For patients with no current or active diagnoses, an entry indicating that no known
problems are known must be made to the problem list to populate the numerator. The test procedure for
8170.314(g)(2) evaluates the capability of the EHR to populate the denominator when a unique patient is
seen by the EP or admitted to the EH or CAH during the EHR reporting period.

An entry in the Problem List will populate the numerator if it is recorded by the EP or authorized provider
of the EH/CAH before, during or after the reporting period for a patient who was seen/admitted during the
EHR reporting period. As described in the Stage 1 Meaningful Use Specification Sheet, current or active
diagnoses or an indication of no known problems are acceptable Problem List entries that will populate
the numerator for this measure.

The test data set for the Stage 1 measure is ONC and Vendor-supplied. ONC provides the Test Data
Scenarios and parameters. The Vendor supplies the problems within the parameters for the Tester-
selected set.

The Vendor will identify at least one method by which the EHR technology is capable of populating the
numerator (g1, g2) and denominator (g2 only), and the Tester will select a range of Test Cases for the
selected method(s). The Tester will select a minimum of one Test Case from each of the Test Data
Scenarios in TD170.314(g)(1)/(g)(2) — Problem List — MUL1.

CMS Final Rule References
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Per Medicare and Medicaid Programs; Electronic Health Record Incentive Program [Stage 1]; Health
Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2011 Edition; Final Rule:
¢ “Ourintentis not to dictate the exact wording of the specific value [in the problem list]. Rather we
are focused on the overall goal of making a distinction between a blank list because a patient
does not have known problems and a blank list because either no inquiry of the patient has been
made, or problems have been recorded through other means.”
e “The term ‘up-to-date’ means the list is populated with the most recent diagnosis known by the
EP, eligible hospital, or CAH. This knowledge could be ascertained from previous record, transfer
of information from other providers, or querying the patient.”

Stage 1 Measure English Statements:

Ambulatory:
o Numerator: Number of patients in the denominator who have at least one entry or an indication
that no problems are known recorded as structured data in their problem list
o Denominator: Number of unique patients seen by the EP during the EHR reporting period

Inpatient:
e Numerator: Number of patients in the denominator who have at least one entry or an indication
that no problems are known recorded as structured data in their problem list
o Denominator: Number of unique patients admitted to an eligible hospital’s or CAH’s inpatient or
emergency department (POS 21 or 23) during the EHR reporting period

Stage 1 Measure Elements:

Ambulatory:
e Numerator:
o Active or current problem recorded as structured data in problem list
o No known problem recorded as structured data in problem list
e Denominator:
o Reporting period start and end date
o Unique patient seen by EP

Inpatient:
e Numerator:
o Active or current problem recorded as structured data in problem list
o No known problem recorded as structured data in problem list
e Denominator:
o Reporting period start and end date
o Unique patient admitted to POS 21 or 23
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Normative Test Procedure

Required Vendor Information

VE170.314(g)(1)/(2) — 4.01:

VE170.314(g)(1)/(2) — 4.02:

Required Test Procedure

TE170.314(g)(1)/(2) — 4.01:

TE170.314(g)(1)/(2) — 4.02:

TE170.314(g)(1)/(2) — 4.03:

TE170.314(g)(1)/(2) — 4.04:

TE170.314(g)(1)/(2) — 4.05:

TE170.314(g)(1)/(2) — 4.06:

TE170.314(g)(1)/(2) — 4.07:

Using ONC-supplied and Vendor-supplied test data, the Vendor shall
create test patients to be used for this test as indicated in
TD170.314(9)(2)/(9)(2) - Problem List - MU1 - 1: Test Data Scenario 1
Vendor shall identify the EHR function(s) that are available to: 1) support
the method(s) of populating the numerator (g1, g2) and denominator (g2
only) for the percentage-based meaningful use measure, 2) electronically
record the numerator (g1, g2) and denominator (g2 only) for the
measure, and 3) create a report that includes the numerator (g1, g2),
and denominator and resulting percentage (g2 only)

Using the EHR function(s) identified by the Vendor, the Tester shall
cause the EHR to create the baseline report that includes, at a minimum,
the Test Cases entered in VE170.314(g)(1)/(2) — 4.01

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Problem List - MUL1 - 2: Test Data Scenario 2 to cause the EHR to
modify the numerator of patients entered in VE170.314(g)(1)/(2) - 4.01
The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- Problem List - MU1 - 3: Test Data Scenario 3 to cause the EHR to
populate the numerator (g1,92) and denominator (g2 only) of new
patients or existing patients from TE170.314(g)(1)/(2) - 4.03

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- Problem List - MUL1 - 4: Test Data Scenario 4 to populate the
denominator only of new patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Problem List - MUL1 - 5: Test Data Scenario 5 that does not populate
the numerator (g1,92) or denominator (g2 only) of new or existing
patients

Using Vendor identified EHR functions, the Tester causes the EHR to
create the delta report that includes the numerator (g1,92), and
denominator and resulting percentage (g2 only)

Using the Inspection Test Guide, the Tester shall verify the baseline and
delta reports are created correctly and without omission, based on the
Vendor-supplied test data and added Tester-selected Test Cases from
the ONC-supplied test data, and reflecting the method(s) used to
populate the numerator (g1,02) and denominator (g2 only). The Tester
uses the English Statements described in the Inspection Test Guide to
verify the expected results
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Inspection Test Guide for (9)(2)

IN170.314(g)(2) — 4.01: The Tester shall verify that the numerator and denominator for each
percentage-based meaningful use measure were recorded correctly and
without omission for all Tester selected Test Cases; this includes verification
that entries indicating no known problems have populated the numerator

IN170.314(g)(2) — 4.02: The Tester shall verify the method(s) demonstrated by the Vendor to
populate and record the numerator and denominator are complete and
accurate

IN170.314(g)(2) — 4.03: Using the information provided in TD170.314 (g)(1)/(g)(2) - Problem List, the
Tester shall verify that the baseline and delta reports, including the
numerator, denominator, and resulting percentage, are created correctly and
without omission

IN170.314(g)(2) — 4.04: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected
Test Cases as indicated in the “Denominator Increment” and “Numerator
Increment” columns in TD170.314 (9)(1)/(g)(2) - Problem List

Inspection Test Guide for (g)(1)

IN170.314(g)(2) — 4.01: Using the information provided in TD170.314 (g)(1)/(9)(2) - Problem List, the
Tester shall verify that the baseline and delta reports including the numerator
are created correctly and without omission and include sufficient detail to
match the patients or actions in the numerator report to the measure’s
denominator limitations; this includes verification that entries indicating no
known problems have populated the numerator

IN170.314(g)(1) — 4.02: The Tester shall verify that the baseline and delta reports reflect the
expected results for the selected Test Cases as indicated in the “Numerator
Recorded” column of TD170.314 (g)(1)/(9)(2) - Problem List

IN170.314(g)(1) — 4.03: The Tester shall verify that for the Test Case(s) selected in
TE170.314(g)(1)/(2) — 4.04, recording of the numerator did not occur

Test Data Narrative

The test data for this measure is ONC and Vendor-supplied. The Tester will designate the Test Cases to
be used during the test, and the Vendor will supply the Problem List entry details.

The Test Data Scenarios only apply to the Stage 1 measure, as the Problem List objective is no longer a
stand-alone measure for Stage 2 of meaningful use. The measure and associated Test Data Scenarios
are the same in both the EP and EH/CAH settings.

The Test Data Scenarios for Problem List represent a combination of new and existing patients. New
patients from Test Data Scenario 1 may appear as existing patients in Test Data Scenarios 2 - 5 to
reflect an additional encounter or action when Problem List entries may be recorded.

22 I



2014 Edition \
Test Procedure for §170.314 (g)(1) Automated numerator recording & The Office of the National Coordinator for ;

§170.314 (g)(2) Automated measure calculation Health Information Technology
Approved Test Procedure Version 1.6 B July 11, 2013

The test data column titled “Indication of Problem List Entry or No Known Problems” is included to test
that EHR technology is capable of populating the numerator when an active or current (known) problem is
entered, and when an indication of no known problems is entered onto the Problem List.

Prior to the test, the Vendor will enter all patients and associated actions in TD170.314(g)(1)/(9)(2) -
Problem List - MU1 - 1: Test Data Scenario 1. The Tester will create the baseline report and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (g2
only).

The Tester will select a minimum of 1 Test Case from each of the four remaining Test Data Scenarios.
The term “previously recorded” indicates a prior Problem List entry has already triggered the numerator to
be recorded, regardless of denominator limitations.

e TD170.314(9)(1)/(9)(2) - Problem List - MU1 - 2: Test Data Scenario 2 - Tester shall select a
minimum of 1 Test Case

e TD170.314(9)(1)/(9)(2) - Problem List - MU1 - 3: Test Data Scenario 3 - Tester shall select a
minimum of 1 Test Case

e TD170.314(9)(1)/(9)(2) - Problem List - MU1 - 4: Test Data Scenario 4 - Tester shall select a
minimum of 1 Test Case

e TD170.314(9)(1)/(9)(2) - Problem List - MU1 - 5: Test Data Scenario 5 - Tester shall select a
minimum of 1 Test Case

The Tester will create the delta report that reflects the executed test procedure steps and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (g2
only).
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DTR170.314(g)(1)/(2) - 5: Medication List

Measure Description

Stage 1 Measure:

¢ Eligible Professional (EP): More than 80 percent of all unique patients seen by the EP during the
EHR reporting period have at least one medication entry (or an indication that the patient is not
currently prescribed any medication) recorded as structured data

e Eligible Hospital/Critical Access Hospital (EH/CAH): More than 80 percent of all unique patients
admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
during the EHR reporting period have at least one medication entry (or an indication that the
patient is not currently prescribed any medication) recorded as structured data

Measure—specific Informative Test Description:

The test procedures for §170.314(g)(1) and §170.314(g)(2) evaluate the capability of the EHR to
populate the numerator when a medication or an indication of no known medication prescribed is
documented on a patient’s active medication list. For patients with no active medications, an entry
indicating that there are no active medications currently prescribed must be made to the active
medication list in order to populate the numerator. The test procedure for §170.314(g)(2) evaluates the
capability of the EHR to populate the denominator when a unique patient is seen by the EP or admitted to
the EH or CAH during the EHR reporting period.

An entry in the Medication List will populate the numerator if it is recorded by the EP or authorized
provider of the EH/CAH before, during or after the reporting period for a patient who was seen/admitted
during the EHR reporting period. As described in the Stage 1 Meaningful Use Specification Sheet, active
medications or an indication of no active medications are acceptable Medication List entries that will
populate the numerator for this measure.

The test data set for the Stage 1 measure is ONC and Vendor-supplied. ONC provides the Test Data
Scenarios and parameters. The Vendor supplies the medications within the parameters for the Tester-
selected set.

The Vendor will identify at least one method by which the EHR technology is capable of populating the
numerator (g1, g2) and denominator (g2 only), and the Tester will select a range of Test Cases for the
selected method(s). The Tester will select a minimum of one Test Case from each of the Test Data
Scenarios in TD170.314(g)(1)/(g)(2) — Medication List — MU1.

CMS Final Rule References

Per Medicare and Medicaid Programs; Electronic Health Record Incentive Program [Stage 1]; Health
Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2011 Edition; Final Rule:
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e “We define an active medication list as a list of medications that a given patient is currently
taking.”

e “...we clarify that the indication of ‘none’ should distinguish between a blank list that is blank
because a patient is not on any known medications and a blank list because no inquiry of the
patient has been made.”

Stage 1 Measure English Statements:

Ambulatory:
e Numerator: The number of patients in the denominator who have a medication (or an indication
that the patient is not currently prescribed any medication) recorded as structured data
¢ Denominator: Number of unique patients seen by the EP during the EHR reporting period.
Inpatient:
e Numerator: Number of patients in the denominator who have at least one entry or an indication
that no medications are prescribed recorded as structured data in their medication list
o Denominator: Number of unique patients admitted to an eligible hospital’s or CAH’s inpatient or
emergency departments (POS 21 or 23) during the EHR reporting period

Stage 1 Measure Elements:

Ambulatory:
e Numerator:
o Medication recorded as structured data in medication list
o No medications currently prescribed recorded as structured data in medication list
e Denominator:
o Reporting period start and end date
o Unique patient seen by EP

Inpatient:
e Numerator:
o Medication recorded as structured data in medication list
o No medications currently prescribed recorded as structured data in medication list
e Denominator:
o Reporting period start and end date
o Unique patient admitted to POS 21 or 23

Normative Test Procedure

Required Vendor Information

VE170.314(g)(1)/(2) — 5.01: Using ONC-supplied and Vendor-supplied test data, the Vendor shall
create test patients to be used for this test as indicated in
TD170.314(g)(1)/(9)(2) - Medication List - MU1 - 1: Test Data Scenario 1
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VE170.314(g)(1)/(2) — 5.02:

Required Test Procedure

TE170.314(g)(1)/(2) - 5.01:

TE170.314(g)(1)/(2) — 5.02:

TE170.314(g)(1)/(2) — 5.03:

TE170.314(g)(1)/(2) — 5.04:

TE170.314(g)(1)/(2) - 5.05:

TE170.314(g)(1)/(2) - 5.06:

TE170.314(g)(1)/(2) — 5.07:

Vendor shall identify the EHR function(s) that are available to: 1) support
the method(s) of populating the numerator (g1,92) and denominator (g2
only) for the percentage-based meaningful use measure, 2) electronically
record the numerator (g1,92) and denominator (g2 only) for the measure,
and 3) create a report that includes the numerator (g1,g92), and
denominator and resulting percentage (g2 only)

Using the EHR function(s) identified by the Vendor, the Tester shall
cause the EHR to create the baseline report that includes, at a
minimum, the Test Cases entered in VE170.314(g)(1)/(2) — 5.01

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication List - MU1 - 2: Test Data Scenario 2 to cause the EHR to
modify the numerator (g1,92) of patients entered in VE170.314(g)(2) —
5.01

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication List - MU1 - 3: Test Data Scenario 3 to cause the EHR to
populate the numerator (g1,92) and denominator (g2 only) of new
patients or existing patients from TE170.314(g)(1)/(2) — 5.03

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication List - MUL1 - 4: Test Data Scenario 4 to populate the
denominator only of new patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- Medication List - MU1 - 5: Test Data Scenario 5 that does not populate
the numerator (g1,92) or denominator (g2 only) of new or existing
patients

Using Vendor identified EHR functions, the Tester causes the EHR to
create the delta report that includes the numerator (g1,92), and
denominator and resulting percentage (g2 only)

Using the Inspection Test Guide, the Tester shall verify the baseline and
delta reports are created correctly and without omission, based on the
Vendor-supplied test data and added Tester-selected Test Cases from
the ONC-supplied test data, and reflecting the method(s) used to
populate the numerator (g1,92) and denominator (g2 only). The Tester
uses the English Statements described in the Inspection Test Guide to
verify the expected results

Inspection Test Guide for (g)(2)

IN170.314(g)(2) — 5.01:

The Tester shall verify that the numerator and denominator for each
percentage-based meaningful use measure were recorded correctly and
without omission for all tester selected Test Cases; this includes verification
that entries indicating no known medications have populated the numerator
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IN170.314(g)(2) — 5.02: The Tester shall verify the method(s) demonstrated by the Vendor to
populate and record the numerator and denominator are complete and
accurate

IN170.314(g)(2) — 5.03: Using the information provided in TD170.314(g)(1)/(g)(2) — Medication List,
the Tester shall verify that the baseline and delta reports, including the
numerator, denominator, and resulting percentage, are created correctly and
without omission

IN170.314(g)(2) — 5.04: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected
Test Cases as indicated in the “Denominator Increment” and “Numerator
Increment” columns in TD170.314(g)(1)/(g)(2) — Medication List

Inspection Test Guide for (g)(1)

IN170.314(g)(1) — 5.01: Using the information provided in TD170.314 (g)(1)/(9)(2) - Medication List,
the Tester shall verify that the baseline and delta reports, including the
numerator, are created correctly and without omission and include sufficient
detail to match the patients or actions in the numerator report to the
measure’s denominator limitations; this includes verification that entries
indicating no known medications have populated the numerator

IN170.314(g)(1) — 5.02: The Tester shall verify that the baseline and delta reports reflect the
expected results for the selected Test Cases as indicated in the “Numerator
Recorded” column of TD170.314 (g)(1)/(g)(2) — Medication List

IN170.314(g)(1) — 5.03: The Tester shall verify that for the Test Case(s) selected in
TE170.314(g)(1)/(2) — 5.04, recording of the numerator did not occur

Test Data Narrative

The test data for this measure is ONC and Vendor-supplied. The Tester will designate the Test Cases to
be used during the test and the Vendor will supply the Medication List entry details.

The Test Data Scenarios only apply to the Stage 1 measure, as the Medication List objective is no longer
a stand-alone measure for Stage 2 of meaningful use. The measure and associated Test Data Scenarios
are the same in both EP and EH/CAH settings.

The Test Data Scenarios for Medication List represent a combination of new and existing patients. New
patients from Test Data Scenario 1 may appear as existing patients in Test Data Scenarios 2-5 to reflect
an additional encounter or action when Medication List entries may be recorded.

The test data column titled “Indication of Medication List Entry or No Medications Currently Prescribed” is
included to test that EHR technology is capable of populating the numerator when an active medication
(currently being taken by the patient) is entered, and when an indication of no active medications (patient
is not currently prescribed any medication) is entered onto the Medication List.
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Prior to the test, the Vendor will enter all patients and associated actions in TD 170.314(g)(1)/(9)(2) -
Medication List - MUL - 1: Test Data Scenario 1. The Tester will create the baseline report and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (g2
only).

The Tester will select a minimum of 1 Test Case from each of the four remaining Test Data Scenarios. In
the remaining Test Data Scenarios, the term “previously recorded” indicates a prior Medication List entry
has already triggered the numerator to be recorded, regardless of denominator limitations.

e TD170.314(g)(1)/(9)(2) - Medication List - MU1 - 2: Test Data Scenario 2 - Tester shall select a
minimum of 1 Test Case

e TD170.314(g)(1)/(9)(2) - Medication List - MU1 - 3: Test Data Scenario 3 - Tester shall select a
minimum of 1 Test Case

e TD170.314(9)(1)/(9)(2) - Medication List - MU1 - 4: Test Data Scenario 4 - Tester shall select a
minimum of 1 Test Case

e TD170.314(g)(1)/(9)(2) - Medication List - MU1 - 5: Test Data Scenario 5 - Tester shall select a
minimum of 1 Test Case

The Tester will create the delta report that reflects the executed test procedure steps and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (for g2

only).
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DTR170.314(g)(1)/(2) — 6: Medication Allergy List

Measure Description

Stage 1 Measure:

¢ Eligible Professional (EP): More than 80 percent of all unique patients seen by the EP during the
EHR reporting period have at least one medication allergy entry (or an indication that the patient
has no known medication allergies) recorded as structured data

e Eligible Hospital/Critical Access Hospital (EH/CAH): More than 80 percent of all unique patients
admitted to the eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
during the EHR reporting period have at least one medication allergy entry (or an indication that
the patient has no known medication allergies) recorded as structured data

Measure—specific Informative Test Description:

The test procedures for §170.314(g)(1) and §170.314(g)(2) evaluate the capability of the EHR to populate
the numerator when a medication allergy or an indication of no known medication allergies is documented
on a patient’s active medication allergy list. For patients with no active medication allergies, an entry
indicating that there are no active medication allergies must be made to the active medication allergy list
in order to populate the numerator. The test procedure for §170.314(g)(2) evaluates the capability of the
EHR to populate the denominator when a unique patient is seen by the EP or admitted to the EH or CAH
during the EHR reporting period.

An entry in the Medication Allergy List will populate the numerator if it is recorded by the EP or authorized
provider of the EH/CAH before, during or after the reporting period for a patient who was seen/admitted
during the EHR reporting period. As described in the Stage 1 Meaningful Use Specification Sheet, active
medication allergies or an indication of no active medication allergies are acceptable Medication List
entries that will populate the numerator for this measure.

The test data set for the Stage 1 measure is ONC and Vendor-supplied. ONC provides the Test Data
Scenarios and parameters. The Vendor supplies the medication allergies within the parameters for the
Tester-selected set.

The Vendor will identify at least one method by which the EHR technology is capable of populating the
numerator (g1, g2) and denominator (g2 only), and the Tester will select a range of Test Cases for the
selected method(s). The Tester will select a minimum of one Test Case from each of the Test Data
Scenarios in TD170.314(g)(1)/(g)(2) — Medication Allergy List — MU1.

CMS Final Rule References
Per Medicare and Medicaid Programs; Electronic Health Record Incentive Program [Stage 1]; Health

Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2011 Edition; Final Rule:
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o “We adopt the commonly held definition of an allergy as an exaggerated immune response or
reaction to substances that are generally not harmful.”

Stage 1 Measure English Statements:

Ambulatory:

e Numerator: The number of unique patients in the denominator who have at least one entry (or an
indication that the patient has no known medication allergies) recorded as structured data in their
medication allergy list

e Denominator: Number of unique patients seen by the EP during the EHR reporting period.

Inpatient:

o Numerator: The number of patients in the denominator who have at least one entry or an
indication of no known medication allergies recorded as structured data in their medication allergy
list

o Denominator: Number of unique patients admitted to an eligible hospital’s or CAH’s inpatient or
emergency departments (POS 21 or 23) during the EHR reporting period.

Stage 1 Measure Elements:

Ambulatory:
e Numerator:
o Active medication allergy recorded as structured data in medication allergy list
o No known medication allergies recorded as structured data in medication allergy list
e Denominator:
o Reporting period start and end date
o Unique patient seen by EP

Inpatient:
e Numerator:
o Active medication allergy recorded as structured data in medication allergy list
o No known medication allergies recorded as structured data in medication allergy list
e Denominator:
o Reporting period start and end date
o Unique patient admitted to POS 21 or 23

Normative Test Procedure

Required Vendor Information

VE170.314(g)(1)/(2) — 6.01: Using ONC-supplied and Vendor-supplied test data, the Vendor shall
create test patients to be used for this test as indicated in
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VE170.314(g)(1)/(2) — 6.02:

Required Test Procedure

TE170.314(g)(1)/(2) - 6.01:

TE170.314(g)(1)/(2) — 6.02:

TE170.314(g)(1)/(2) — 6.03:

TE170.314(g)(1)/(2) — 6.04:

TE170.314(g)(1)/(2) - 6.05:

TE170.314(g)(1)/(2) — 6.06:

TE170.314(g)(1)/(2) — 6.07:

Inspection Test Guide for (g)(2)

IN170.314(g)(2) — 6.01:

TD170.314(9)(2)/(9)(2) - Medication Allergy List - MU1 - 1: Test Data
Scenario 1

Vendor shall identify the EHR function(s) that are available to: 1) support
the method(s) of populating the numerator (g1,92) and denominator (g2
only) for the percentage-based meaningful use measure, 2) electronically
record the numerator (g1,92) and denominator (g2 only) for the measure,
and 3) create a report that includes the numerator (g1,92), and
denominator and resulting percentage (g2 only)

Using the EHR function(s) identified by the Vendor, the Tester shall
cause the EHR to create the baseline report that includes, at a minimum,
the Test Cases entered in VE170.314(g)(1)/(2) — 6.01

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication Allergy List - MU1 - 2: Test Data Scenario 2 to cause the
EHR to modify the numerator (g1,g2) of patients entered in
VE170.314(g)(2) — 6.01

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication Allergy List - MU1 - 3: Test Data Scenario 3 to cause the
EHR to populate the numerator (g1,92) and denominator (g2 only) of
new patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- Medication Allergy List - MU1 - 4: Test Data Scenario 4 to populate the
denominator only of new patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- Medication Allergy List - MU1 - 5: Test Data Scenario 5 that does not
populate the numerator (g1,92) or denominator (g2 only) of new or
existing patients from

Using Vendor identified EHR functions, the Tester causes the EHR to
create the delta report that includes the numerator (g1,92), and
denominator and resulting percentage (g2 only)

Using the Inspection Test Guide, the Tester shall verify the baseline and
delta reports are created correctly and without omission, based on the
Vendor-supplied test data and added Tester-selected Test Cases from
the ONC-supplied test data, and reflecting the method(s) used to
populate the numerator (g1,g2) and denominator (g2 only). The Tester
uses the English Statements described in the Inspection Test Guide to
verify the expected results

The Tester shall verify that the numerator and denominator for each
percentage-based meaningful use measure were recorded correctly and
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without omission for all Tester selected Test Cases; this includes verification
that entries indicating no known medication allergies have populated the
numerator

IN170.314(g)(2) — 6.02: The Tester shall verify the method(s) demonstrated by the Vendor to
populate and record the numerator and denominator are complete and
accurate

IN170.314(g)(2) — 6.03: Using the information provided in TD170.314(g)(1)/(g)(2) - Medication Allergy
List, the Tester shall verify that the baseline and delta reports, including the
numerator, denominator, and resulting percentage, are created correctly and
without omission

IN170.314(g)(2) — 6.04: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected
Test Cases as indicated in the “Denominator Increment” and “Numerator
Increment” columns in TD170.314(g)(1)/(9)(2) - Medication Allergy List

Inspection Test Guide for (g)(1)

IN170.314(g)(1) — 6.01: Using the information provided in TD170.314 (g)(1)/(9)(2) — Medication
Allergy List, the Tester shall verify that the baseline and delta reports,
including the numerator, are created correctly and without omission and
include sufficient detail to match the patients or actions in the numerator
report to the measure’s denominator limitations; this includes verification that
entries indicating no known medication allergies have populated the
numerator

IN170.314(g)(1) — 6.02: The Tester shall verify that the baseline and delta reports reflect the
expected results for the selected Test Cases as indicated in the “Numerator
Recorded” column of TD170.314 (g)(1)/(9)(2) — Medication Allergy List

IN170.314(g)(1) — 6.03: The Tester shall verify that for the Test Case(s) selected in
TE170.314(g)(1)/(2) — 6.04, recording of the numerator did not occur

Test Data Narrative

The test data for this measure is ONC and Vendor-supplied. The Tester will designate the Test Cases to
be used during the test, and the Vendor will supply the Medication Allergy List entry details.

The Test Data Scenarios only apply to the Stage 1 measure, as the Medication Allergy List objective is no
longer a stand-alone measure for Stage 2 of meaningful use. The measure and associated Test Data
Scenarios are the same in both EP and EH/CAH settings.

The Test Data Scenarios for Medication Allergy List represent a combination of new and existing patients.
New patients from Test Data Scenario 1 may appear as existing patients in Test Data Scenarios 2-5 to
reflect an additional encounter or action when Medication Allergy List entries may be recorded.
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The test data column titled “Indication that Medication List Entry is Known/ Not Known” is included to test
that EHR technology is capable of populating the numerator when an active (known) medication allergy is
entered, and when an indication of no known medication allergies is entered onto the Medication Allergy
List.

Prior to the test, the Vendor will enter all patients and associated actions in TD170.314(g)(1)/(g)(2) -
Medication Allergy List - MU1 - 1: Test Data Scenario 1. The Tester will create the baseline report and
record the number in the numerator (g1,g2), and the number in the denominator and the resulting
percentage (g2 only).

The Tester will select a minimum of 1 Test Case from each of the four remaining Test Data Scenarios. In
the remaining Test Data Scenarios, the term “previously recorded” indicates a prior Medication Allergy
List entry has already triggered the numerator to be recorded, regardless of denominator limitations.

e TD170.314(g)(1)/(9)(2) - Medication Allergy List - MU1 - 2: Test Data Scenario 2 - Tester shall
select a minimum of 1 Test Case

e TD170.314(g)(1)/(9)(2) - Medication Allergy List - MU1 - 3: Test Data Scenario 3 - Tester shall
select a minimum of 1 Test Case

e TD170.314(g)(1)/(9)(2) - Medication Allergy List - MUL - 4: Test Data Scenario 4 - Tester shall
select a minimum of 1 Test Case

e TD170.314(g)(1)/(9)(2) - Medication Allergy List - MU1 - 5: Test Data Scenario 5 - Tester shall
select a minimum of 1 Test Case

The Tester will create the delta report that reflects the executed test procedure steps and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (for g2

only).
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DTR170.314(g)(1)/(2) — 7: Computerized Provider Order Entry (CPOE)

Measure Description

Stage 1 Measure:

e Eligible Professional (EP): More than 30 percent of unique patients with at least one medication in
their medication list seen by the EP during the EHR reporting period have at least one medication
order entered using CPOE

o Eligible Professional (EP): More than 30 percent of medication orders created by the EP during
the EHR reporting period are recorded using CPOE (Alternative measure - effective 2013
onward)

e Eligible Hospital/Critical Access Hospital (EH/CAH): More than 30 percent of unique patients with
at least one medication in their medication list admitted to the eligible hospital’s or CAH’s
inpatient or emergency department (POS 21 or 23) during the EHR reporting period have at least
one medication order entered using CPOE

o Eligible Hospital/Critical Access Hospital (EH/CAH): More than 30 percent of medication orders
created by authorized providers of the eligible hospital’s or CAH'’s inpatient or emergency
department (POS 21 or 23) during the EHR reporting period are recorded using CPOE
(Alternative measure - effective 2013 onward)

Stage 2 Measure:

o Eligible Professional (EP): More than 60 percent of medication orders, 30 percent of laboratory
orders, and 30 percent of radiology orders created by the EP during the EHR reporting period are
recorded using computerized provider order entry

¢ Eligible Hospital/Critical Access Hospital (EH/CAH): More than 60 percent of medication orders,
30 percent of laboratory orders, and 30 percent of radiology orders created by authorized
providers of the eligible hospital’'s or CAH’s inpatient or emergency department (POS 21 or 23)
during the EHR reporting period are recorded using computerized provider order entry

Measure—specific Informative Test Description:

The test procedures for §170.314(g)(1) and §8170.314(g)(2) evaluate the capability of EHR technology to
document that medication orders (Stage 1, Stage 1 Alternative, and Stage 2) and laboratory and
radiology orders (Stage 2 only) that are ordered using CPOE populate the numerator. The test procedure
for 8§170.314(g)(2) evaluates the capability of the EHR to populate the denominator when a patient with at
least one medication on his or her medication list is seen by the EP or admitted to the EH or CAH (Stage
1) and when a medication order (Alternative Stage 1 and Stage 2), or laboratory or radiology order (Stage
2) is created using CPOE during the EHR reporting period.

For the Stage 1 measure, at least one medication order entered using CPOE for a patient with at least
one medication on his/her medication list will populate the numerator if he or she is seen by the EP or
admitted to an eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23) during the
EHR reporting period. For the alternative Stage 1 measure, a medication order entered using CPOE will
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populate the numerator if it is ordered by the EP or authorized provider of the EH/CAH during the
reporting period.

For the Stage 2 measure, medication, laboratory, and radiology orders entered using CPOE will populate
the numerator if created by the EP or an authorized provider within an EH or CAH’s POS 21 or 23 during
the EHR reporting period. The numerator is populated once per medication, laboratory, or radiology order
that is recorded using CPOE by an EP/ authorized provider.

From 2013 onward, Eligible Professionals have the option of using either the Stage 1 measure
requirements or the alternative Stage 1 measure requirements. Eligible Professionals participating in
Stage 2 of meaningful use will be required to follow the Stage 2 measure requirements. The alternative
Stage 1 measure requirements and the Stage 2 measure requirements for medication orders have the
same numerator and denominator requirements, but require different thresholds.

EHR technology must have the capability to calculate percentages (g2 only) based on the Stage 1,
alternative Stage 1, and Stage 2 measure requirements regardless of what Eligible Professionals may
elect to do. At any year in Stage 1, providers may elect to use either the measure requirements defined in
the CMS Stage 1 final rule, or the newly defined alternative Stage 1 measure requirements to calculate
the percentage for the CPOE measure.

CMS provides EPs, EHs, and CAHs the flexibility to exclude standing orders when attesting measure
results to CMS. This test procedure does not test the capability of EHR technology to allow providers to
exclude standing orders from the measure denominator (ONC FAQ 11-12-032-2), nor does if test if a
non-authorized provider has used CPOE to populate the numerator. In DTR170.314(g)(2) — 2, this test
procedure evaluates that the EHR technology can attribute relevant actions to the correct provider(s),
such as entering medication, laboratory, and radiology orders.

The test data for the Stage 1 and Alternative Stage 1 & Stage 2 measures is both ONC and Vendor-
supplied. ONC provides the Test Data Scenarios and Test Cases. The Vendor supplies the order details
within the parameters for the Tester-selected Test Case.

The Vendor will identify at least one method by which the EHR technology is capable of populating the
numerator (g1, g2) and denominator (g2 only), and the Tester will select a range of Test Cases for the
selected method(s). The Tester will select a minimum of one Test Case from each of the Test Data
Scenarios in TD170.314g1/g2 - Computerized Provider Order Entry (CPOE) - MU 1/MU 2.

CMS Final Rule References

Per Medicare and Medicaid Programs; Electronic Health Record Incentive Program—Stage 2; Health
Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2014 Edition; Revisions to the Permanent Certification Program for
Health Information Technology; Final Rule:
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e “Furthermore, it is our understanding from both commenters and our own experiences with
CEHRT that many EHRs use the entry of the order as the trigger for CDS interventions and either
display them again at authorization or do not display them at all at authorization. For these
reasons, we continue to focus the definition and measurement of CPOE on when and by whom
the order is entered into CEHRT and not on when it is authorized by the ordering provider in
CEHRT.”

e “Therefore, we are not finalizing the proposed revised description of when the CPOE function
must be utilized during the ordering process and instead finalize our existing Stage 1 description
that the CPOE function should be used the first time the order becomes part of the patient's
medical record and before any action can be taken on the order.”

e “We are finalizing the alternative denominator for this measure and specify that providers at any
year in Stage 1 may elect to use either the denominator defined in the Stage 1 final rule or the
alternative denominator to calculate the percentage for the CPOE measure. In response to
comments, we are not requiring that the alternative denominator be used beginning in 2014,
which will give providers who may find it difficult to measure the flexibility to continue to use the
denominator defined in the Stage 1 final rule.”

e “We therefore allow providers to exclude orders that are predetermined for a given set of patient
characteristics or for a given procedure from the calculation of CPOE numerators and
denominators. Note this does not require providers to exclude this category of orders from their
numerator and denominator. We foresee two circumstances where a provider would not want to
exclude this category of orders. The first is that they disagree that these types of orders warrant
different considerations and therefore enter them according to our description of CPOE. The
second is providers who are unable to separate them from other orders in their calculation of the
denominator and numerator.”

e “CPOE is the entry of the order into the patient's EHR that uses a specific function of CEHRT. It is
not how that order is filled or otherwise carried out. For medications, on the ambulatory side
CPOE feeds into e-prescribing, and on the hospital side electronic medication administration
record may be used, but neither of these are requirements for CPOE. For example, a medication
could be entered into CEHRT using CPOE and then be electronically transmitted to a pharmacy.
This would be both CPOE and e-prescribing. However, a medication could be entered into
CEHRT using CPOE and then a printed copy of the prescription could be generated by CEHRT
and given to the patient. This would still be CPOE, but not e-prescribing. Similarly, whether the
ordering of laboratory or radiology services using CPOE in fact results in the order being
transmitted electronically to the laboratory or radiology provider does not dictate whether CPOE
was met. CPOE is a step in a process that takes place in both hospital and ambulatory settings,
and we continue to believe it is relevant to both settings.”

Stage 1 Measure English Statements:
Ambulatory:

o Numerator: The number of patients in the denominator that have at least one medication order
entered using CPOE
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e Denominator: Number of unique patients with at least one medication in their medication list seen
by the EP during the EHR reporting period

e Alternative Numerator (Effective 2013-Onward): Number of medication orders in the denominator
recorded using CPOE

e Alternative Denominator (Effective 2013-Onward): Number of medication orders created by an
EP during the EHR reporting period

Inpatient:

e Numerator: The number of patients in the denominator that have at least one medication order
entered using CPOE

e Denominator: Number of unique patients with at least one medication in their medication list
admitted to an eligible hospital’s or CAH’s inpatient or emergency department (POS 21 or 23)
during the EHR reporting period

e Alternative Numerator (Effective 2013-Onward): Number of medication orders in the denominator
recorded using CPOE

e Alternative Denominator (Effective 2013-Onward): Number of medication orders created by an
authorized provider from an inpatient or emergency department setting (POS 21 or 23) during the
EHR reporting period

Stage 2 Measure English Statements:

Ambulatory:
e Medication orders
o Numerator: The number of medication orders in the denominator recorded using CPOE
o Denominator: Number of medication orders created by an EP during the EHR reporting
period
¢ Radiology orders
o Numerator: The number of radiology orders in the denominator recorded using CPOE
o Denominator: Number of radiology orders created by an EP during the EHR reporting
period
e Laboratory orders
o Numerator: The number of laboratory orders in the denominator recorded using CPOE
o Denominator: Number of laboratory orders created by an EP during the EHR reporting
period

Inpatient:
e Medication orders
o Numerator: The number of medication orders in the denominator recorded using CPOE
o Denominator: Number of medication orders created by an authorized provider from an
inpatient or emergency department setting (POS 21 or 23) during the EHR reporting
period
e Radiology orders
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o Numerator: The number of radiology orders in the denominator recorded using CPOE

o Denominator: Number of radiology orders created by an authorized provider from an
inpatient or emergency department setting (POS 21 or 23) during the EHR reporting
period

e Laboratory orders

o Numerator: The number of laboratory orders in the denominator recorded using CPOE

o Denominator: Number of laboratory orders created by an authorized provider from an
inpatient or emergency department setting (POS 21 or 23) during the EHR reporting
period

Stage 1 Measure Elements:

Ambulatory:

o

Inpatient:

@)

Numerator:

= Medication order entered using CPOE
Denominator:

= Reporting period start and end date

» Unique patient seen by the EP with at least one medication on his or her medication

list

Alternative Numerator (Effective 2013-Onward):

= Medication order recorded using CPOE
Alternative Denominator (Effective 2013-Onward):

= Reporting period start and end date

= Medication order created by EP

Numerator:
= Patient for whom at least one medication order was entered using CPOE
Denominator:
= Reporting period start and end date
= Unique patient admitted to POS 21 or 23 with at least one medication on his or her
medication list
Alternative Numerator (Effective 2013-Onward):
»= Medication order recorded using CPOE
Alternative Denominator (Effective 2013-Onward):
» Medication order created by an authorized provider within POS 21 or 23

Stage 2 Measure Elements:

Ambulatory:

e Medication orders:

o Numerator:
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= Medication order recorded using CPOE
o Denominator:
» Reporting period start and end date
= Medication order created by EP
e Laboratory orders:
o Numerator:
»= Laboratory order recorded using CPOE
o Denominator:
»= Reporting period start and end date
= Laboratory order created by EP
e Radiology orders:
o Numerator:
= Radiology order recorded using CPOE
o Denominator:
= Reporting period start and end date
» Radiology order created by EP

Inpatient:
e Medication orders:
o Numerator:
= Medication order recorded using CPOE
o Denominator:
= Reporting period start and end date
= Medication order created by an authorized provider within POS 21 or 23
e Laboratory orders:
o Numerator:
= Laboratory order recorded using CPOE
o Denominator:
= Reporting period start and end date
= Laboratory order created by an authorized provider within POS 21 or 23
e Radiology orders:
o Numerator:
= Radiology order recorded using CPOE
o Denominator:
= Reporting period start and end date
» Radiology order created by an authorized provider within POS 21 or 23

Normative Test Procedure

Required Vendor Information
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VE170.314(g)(1)/(2) — 7.01:

VE170.314(g)(1)/(2) — 7.02:

Required Test Procedure
TE170.314(g)(1)/(2) — 7.01:

TE170.314(g)(1)/(2) — 7.02:

TE170.314(g)(1)/(2) — 7.03:

TE170.314(g)(1)/(2) — 7.04:

TE170.314(g)(1)/(2) - 7.05:

TE170.314(g)(1)/(2) — 7.06:

TE170.314(g)(1)/(2) - 7.07:

Using ONC-supplied and Vendor-supplied test data, the Vendor shall
create test patients to be used for this test as indicated in
TD170.314(9)(1)/(9)(2) - CPOE - MU1/MU2 - 1: Test Data Scenario 1
Vendor shall identify the EHR function(s) that are available to: 1) support
the method(s) of populating the numerator (g1,g2) and denominator (g2
only) for the percentage-based meaningful use measure, 2) electronically
record the numerator (g1,g2) and denominator (g2 only) for the measure,
and 3) create a report that includes the numerator (g1,92), and
denominator and resulting percentage (g2 only)

Using the EHR function(s) identified by the Vendor, the Tester shall
cause the EHR to create the baseline report that includes, at a minimum,
the Test Cases entered in VE170.314(g)(1)/(2) — 7.01

e Stage 1 (Medication Orders Only)

e Stage 2 (Medication, Laboratory, and Radiology Orders)

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- CPOE - MU1/MU2 - 2: Test Data Scenario 2 to cause the EHR to
modify the numerator (g1,92) of patients entered in VE170.314(g)(2) —
7.01 (Stage 1 only)

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- CPOE - MU1/MU2 - 3: Test Data Scenario 3 to cause the EHR to
populate the numerator (g1,92) and denominator (g2 only) of new
patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- CPOE - MU1/MU2 - 4: Test Data Scenario 4 to populate the
denominator only of new patients or existing patients

The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- CPOE - MU1/MU2 - 5: Test Data Scenario 5 that does not populate the
numerator (g1,92) or denominator (g2 only) of new or existing patients
Using Vendor-identified EHR functions, the Tester causes the EHR to
create a report that includes the numerator (g1,g2), and denominator and
resulting percentage (g2 only)

Using the Inspection Test Guide, the Tester shall verify the baseline and
delta reports are created correctly and without omission based on the
Vendor-supplied test data and added Tester-selected Test Cases from
the ONC-supplied test data, and reflecting the method(s) used to
populate the numerator (g1,02) and denominator (g2 only) (g2 only).
The Tester uses the English Statements described in the Inspection Test
Guide to verify the expected results

e Stage 1 (Medication Orders Only)

e Stage 2 (Medication, Laboratory, and Radiology Orders)
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TE170.314(g)(1)/(2) — 7.08: Using Vendor identified EHR functions, the Tester causes the EHR to
demonstrate the capability to calculate Stage 1 measures using the
alternative measure requirements

Inspection Test Guide for (9)(2)

IN170.314(g)(2) — 7.01: The Tester shall verify that the numerator and denominator for each
percentage-based meaningful use measure were recorded correctly and
without omission for all Tester selected Test Cases

e Stage 1 (Medication Orders Only)
e Stage 2 (Medication, Laboratory, and Radiology Orders)

IN170.314(g)(2) — 7.02: The Tester shall verify the method(s) demonstrated by the Vendor to
populate and record the numerator and denominator are complete and
accurate

IN170.314(g)(2) — 7.03: Using the information provided in TD170.314 (g)(1)/(g)(2) - CPOE, the Tester
shall verify that the baseline and delta reports, including the numerator,
denominator, and resulting percentage, are created correctly and without
omission

e Stage 1 (Medication Orders Only)
e Stage 2 (Medication, Laboratory, and Radiology Orders)

IN170.314(g)(2) — 7.04: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected
Test Cases as indicated in the “Denominator Increment” and “Numerator
Increment” columns in TD170.314 (g)(1)/(9)(2) - CPOE

IN170.314(g)(2) — 7.05: The Tester shall verify that the Vendor is able to accurately calculate the
Stage 1 CPOE measure for medication orders using the alternative measure
requirements (using the expected results for Stage 2)

Inspection Test Guide for (g)(1)

IN170.314(g)(1) — 7.01: Using the information provided in TD170.314 (g)(1)/(g)(2) - CPOE, the Tester
shall verify that the baseline and delta reports, including the numerator, are
created correctly and without omission and include sufficient detail to match
the patients or actions in the numerator report to the measure’s denominator
limitations

IN170.314(g)(1) — 7.02: The Tester shall verify that the baseline and delta reports reflect the
expected results for the selected Test Cases as indicated in the “Numerator
Recorded” column of TD170.314 (g)(1)/(g)(2) — CPOE

IN170.314(g)(1) — 7.03: The Tester shall verify that for the Test Case(s) selected in
TE170.314(g)(1)/(2) — 7.04, recording of the numerator did not occur

Test Data Narrative
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The test data for this measure is ONC and Vendor-supplied. The Tester will designate the Test Cases to
be used during the test and the Vendor will supply the CPOE medication, laboratory, and radiology order
entry detalils.

Because the measure requirements for Stage 1, Alternative Stage 1, and Stage 2 are different, separate
Test Cases are provided to support testing of each stage of meaningful use. The measure and associated
Test Data Scenarios are the same in both EP and EH/CAH settings.

The Test Data Scenarios for CPOE represent a combination of new and existing patients. New patients
from Test Data Scenario 1 may appear as existing patients in Test Data Scenarios 2-5 to reflect an
additional encounter or action when CPOE orders may be placed.

Prior to the test, the Vendor will enter all patients and associated actions in TD170.314(9)(1)/(9)(2) -
CPOE - MU1/MU2 - 1: Test Data Scenario 1. The Tester will create the baseline report and record the
number in the numerator (g1,g2), and the number in the denominator and the resulting percentage (g2

only).

The Tester will select a minimum of 1 Test Case from each of the four remaining Test Data Scenarios. In
the remaining Test Data Scenarios, the use of “-*
the numerator can be populated without populating the denominator; Laboratory and Radiology Stage 1
Test Cases are populated with “-” as these orders are out of scope for Stage 1.

in the Test Cases indicates there is no instance where

e TD170.314(g)(1)/(9)(2) - CPOE - MU1/MU2 - 2: Test Data Scenario 2 - Tester shall select a
minimum of 1 Stage 1 Test Case
o Although this Test Data Scenario is meant to test population of the numerator only, the
values in the Alternative Stage 1 & Required Stage 2 Test data do not reflect this action,
as population of the numerator only is only applicable for the Stage 1 test data
e TD170.314(g)(1)/(9)(2) - CPOE - MU1/MU2 - 3: Test Data Scenario 3 - Tester shall select a
minimum of 1 Test Case
e TD170.314(g)(1)/(9)(2) - CPOE - MU1/MU2 - 4: Test Data Scenario 4 - Tester shall select a
minimum of 1 Test Case
e TD170.314(g)(1)/(9)(2) - CPOE - MU1/MU2 - 5: Test Data Scenario 5 - Tester shall select a
minimum of 1 Test Case

The Tester will create the delta report that reflects the executed test procedure steps and record the
number in the numerator (g1,92), and the number in the denominator and the resulting percentage (for g2

only).
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DTR170.314(g)(1)/(2) — 8: Electronic Prescribing (eRx)

Measure Description

Stage 1 Measure:

o Eligible Professional (EP): More than more than 40 percent of all permissible prescriptions written
by the EP during the EHR reporting period are transmitted electronically using Certified EHR
Technology

e Eligible Hospital/Critical Access Hospital (EH/CAH): None

Stage 2 Measure:

¢ Eligible Professional (EP): More than 50 percent of all permissible prescriptions, or all
prescriptions written by the EP are queried for a drug formulary and transmitted electronically
using Certified EHR Technology

o Eligible Hospital/Critical Access Hospital (EH/CAH): More than 10 percent of hospital discharge
medication orders for permissible prescriptions (for new, changed and refilled prescriptions)
during the EHR reporting period are queried for a drug formulary and transmitted electronically
using Certified EHR Technology

Measure—specific Informative Test Description:

The test procedures for §170.314(g)(1) and §170.314(g)(2) evaluate the capability of EHR technology to
record the number of prescriptions written by the EP in an ambulatory setting, or discharge medication
orders in an inpatient setting, to populate the numerator once per prescription transmitted electronically
and queried for a drug formulary. The test procedure for §170.314(g)(2) evaluates the capability of the
EHR to populate the denominator when a prescription is written for drugs requiring a prescription in order
to be dispensed during the EHR reporting period. Prescriptions that are generated, queried for a drug
formulary and transmitted electronically using EHR technology will populate the numerator if ordered by
the EP during the EHR reporting period.

Hospital discharge medication orders for permissible prescriptions that are generated, queried for a drug
formulary and transmitted electronically using EHR technology will populate the numerator if ordered for a
patient discharged during the EHR reporting period for Stage 2 only.

If the EHR technology presented for certification permits the electronic transmission of controlled
substances, the EHR technology must be evaluated for the capability to prescribe a controlled substance
and populate the numerator (ONC FAQ 11-12-032-2). Controlled substances are only eligible for
inclusion in numerator (g1,92) and denominator (g2 only) values for the Stage 2 measure. In
DTR170.314(g)(2) — 2, this test procedure evaluates that the EHR technology can attribute actions to the
correct provider(s).

In this test procedure, the Vendor will demonstrate the capability to query a drug formulary for
prescriptions written in order to populate the numerator. This test procedure does not assess that the
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drug formulary query function is on or off, but rather, assesses the capability of EHR technology to query
the drug formulary for every prescription that is transmitted electronically.

For Eligible Hospitals or Critical Access Hospitals that transmit prescriptions both within and outside the
organization, this test procedure does not evaluate that the EHR is capable of including both types of
electronic transmission (those within and outside the organization) in the numerator and denominator for
the measure of this objective.

This measure allows for an exclusion in Stage 1 and Stage 2 if the EP/EH/CAH does not have a
pharmacy within their organization and there are no pharmacies that accept electronic prescriptions within
10 miles of the EP’s/EH’s practice location at the start of his/her EHR reporting period. This exclusion is
new for the Stage 1 and Stage 2 measures; however the EHR presented for certification will not be
evaluated for the capability to indicate proximity to pharmacies.

The test data set for the Stage 1 and Stage 2 measures is ONC and Vendor-supplied. ONC provides the
Test Data Scenarios and parameters. The Vendor supplies the prescriptions within the parameters for
the Tester-selected test data set.

The Vendor will identify at least one method by which the EHR technology is capable of populating the
numerator (g1, g2) and denominator (g2 only), and the Tester will select a range of Test Cases for the
selected method(s). The Tester will select a minimum of one Test Case from each of the Test Data
Scenarios in TD170.3149g1/g2 - Electronic Prescribing (eRx)- MU 1/MU 2.

CMS Final Rule References

Per Medicare and Medicaid Programs; Electronic Health Record Incentive Program—Stage 2; Health
Information Technology: Standards, Implementation Specifications, and Certification Criteria for
Electronic Health Record Technology, 2014 Edition; Revisions to the Permanent Certification Program for
Health Information Technology; Final Rule:

e “...we are also adding an alternative denominator to provide additional flexibility for EPs who are
able to electronically prescribe controlled substances and want to count these prescriptions in the
measure.”

e “Therefore, we require not that the CEHRT check each prescription against a formulary relevant
for a given patient, but rather that the CEHRT check each prescription for the existence of a
relevant formulary. If a relevant formulary is available, then the information can be provided. We
believe that this initial check is essentially an on or off function for the CEHRT and should not add
to the measurement burden. Therefore, with this clarification of the check we are referring to, we
are finalizing the drug formulary check as a component of this measure.”

e “Therefore, we are not imposing this limitation and include new, altered, and refill prescriptions in
the measure of discharge medication orders for permissible prescriptions.”

o “The hospital would include in the numerator and denominator both types of electronic
transmission (those within and outside the organization) for the measure of this objective. We
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further clarify that for purposes of counting discharge prescriptions "generated and transmitted
electronically,"” we considered the generation and transmission of prescriptions to occur
simultaneously if the prescriber and dispenser are the same person and/or are accessing the
same record in an integrated EHR to create an order in a system that is electronically transmitted
to an internal pharmacy.”

“We are therefore finalizing that if no pharmacies within a 10-mile radius of an EP's practice
location or at the start of the EHR reporting period accepts electronic prescriptions, the EP would
qualify for this exclusion, unless the EP is part of an organization that owns or operates pharmacy
within the 10-mile radius.”

“Hospitals that do not have an internal pharmacy and that are located 10 miles from a pharmacy
that can receive electronic prescriptions at the start of the EHR reporting period would be able to
claim the exclusion for this measure.”

Stage 1 Measure English Statements:

Ambulatory:

Numerator: The number of prescriptions in the denominator transmitted electronically
Denominator: Number of prescriptions written for drugs requiring a prescription in order to be
dispensed other than controlled substances during the EHR reporting period

Inpatient: None

Stage 2 Measure English Statements:

Ambulatory: for EHR technology that allows the EP to transmit controlled substances

Numerator: The number of prescriptions in the denominator generated, queried for a drug
formulary and transmitted electronically

Denominator: Number of prescriptions written for drugs requiring a prescription in order to be
dispensed, during the EHR reporting period

Ambulatory: for EHR technology that does not allow the EP to transmit controlled substances

Numerator: The number of prescriptions in the denominator generated, queried for a drug
formulary and transmitted electronically

Denominator: Number of prescriptions written for drugs requiring a prescription in order to be
dispensed other than controlled substances during the EHR reporting period

Inpatient:

Numerator: The number of prescriptions in the denominator generated, queried for a drug
formulary and transmitted electronically

Denominator: Number of new, changed, or refill prescriptions written for drugs requiring a
prescription in order to be dispensed other than controlled substances for patients discharged
during the EHR reporting period
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Stage 1 Measure Elements:

Ambulatory:

e Numerator:

o

Prescription transmitted electronically

e Denominator:

o

o

Reporting period start and end date
Prescription written for drug requiring a prescription in order to be dispensed

e Denominator exclusion:

o

Inpatient: None

Prescription written for controlled substance

Stage 2 Measure Elements:

Ambulatory: for EHR technology that allows the EP to transmit controlled substances
e Numerator:

@)

Prescription generated, queried for a formulary and transmitted electronically

e Denominator:

@)

o

Reporting period start and end date
Prescription written for drugs requiring a prescription in order to be dispensed

Ambulatory: for EHR technology that does not allow the EP to transmit controlled substances
e Numerator:

o

Prescription generated, queried for a drug formulary and transmitted electronically

e Denominator:

o

@)

Reporting period start and end date
Prescription written for drugs requiring a prescription in order to be dispensed

e Denominator exclusion:

@)

Inpatient:

Prescription written for controlled substance

¢ Numerator:

o

Prescription generated, queried for a drug formulary and transmitted electronically

e Denominator:

o

o

Reporting period start and end date

New prescription written for drugs requiring a prescription in order to be dispensed for a
patient who is discharged

Changed prescription written for drugs requiring a prescription in order to be dispensed
for a patient who is discharged
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o Refilled prescription written for drugs requiring a prescription in order to be dispensed for
a patient who is discharged
e Denominator exclusion:
o Prescription written for controlled substance

Normative Test Procedure

Required Vendor Information

VE170.314(g)(1)/(2) — 8.01: Using ONC-supplied and Vendor-supplied test data, the Vendor shall
create test patients to be used for this test as indicated in
TD170.314(g9)(1)/(9)(2) - eRx - MU1/MU2 - 1: Test Data Scenario 1

VE170.314(g)(1)/(2) — 8.02: Vendor shall identify the EHR function(s) that are available to
electronically prescribe controlled substances, if available (Ambulatory
only)

VE170.314(g)(1)/(2) — 8.03: Vendor shall identify the EHR function(s) that are available to: 1) support
the method(s) of populating the numerator (g1,g2) and denominator (g2
only) for the percentage-based meaningful use measure, 2) electronically
record the numerator (g1,92) and denominator (g2 only) for the measure,
and 3) create a report that includes the numerator (g1,92), and

denominator and resulting percentage (g2 only)
Required Test Procedure

TE170.314(g)(1)/(2) — 8.01: Using the EHR function(s) identified by the Vendor, the Tester shall
cause the EHR to create the baseline report that includes, at a minimum,
the Test Cases entered in VE170.314(g)(1)/(2) — 8.01

TE170.314(g)(1)/(2) — 8.02: The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- eRx = MU1/MU2 - 3: Test Data Scenario 3 to cause the EHR to
populate the numerator (g1,92) and denominator (g2 only) of new
patients or existing patients

TE170.314(g)(1)/(2) — 8.03: The Tester selects one or more Test Cases from TD170.314(g)(1)/(g9)(2)
- eRx — MU1/MU2 - 4: Test Data Scenario 4 to populate the denominator
only of new patients or existing patients

TE170.314(g)(1)/(2) — 8.04: The Tester selects one or more Test Cases from TD170.314(g)(1)/(g)(2)
- eRx - MU1/MU2 - 5: Test Data Scenario 5 that does not populate the
numerator (g1,g2) or denominator (g2 only) of new or existing patients

TE170.314(g)(1)/(2) — 8.05: Using Vendor identified EHR functions, the Tester causes the EHR to
create the delta report that includes the numerator (g1,g2), and
denominator and resulting percentage (g2 only)

TE170.314(g)(1)/(2) — 8.06: Using the Inspection Test Guide, the Tester shall verify the baseline and
delta reports are created correctly and without omission, based on the
Vendor-supplied test data and added Tester-selected Test Cases from
the ONC-supplied test data, and reflecting the method(s) used to
populate the numerator (g1,02) and denominator (g2 only). The Tester
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uses the English Statements described in the Inspection Test Guide to
verify the expected results

Inspection Test Guide for (g)(2)

IN170.314(g)(2) — 8.01: The Tester shall verify that the numerator and denominator for each
percentage-based meaningful use measure were recorded correctly and
without omission for all Tester selected Test Cases

IN170.314(g)(2) — 8.02: The Tester shall verify the method(s) demonstrated by the Vendor to
populate and record the numerator and denominator are complete and
accurate

IN170.314(g)(2) — 8.03: Using the information provided in TD170.314(g)(1)/(9)(2) - eRx, the Tester
shall verify that the baseline and delta reports, including the numerator,
denominator, and resulting percentage, are created correctly and without
omission

IN170.314(g)(2) — 8.04: The Tester shall verify that the numerator, denominator, and resulting
percentage are accurate and reflect the expected results for the selected
Test Cases as indicated in the “Denominator Increment” and “Numerator
Increment” columns in TD170.314(g)(1)/(9)(2) — eRx

IN170.314(g)(2) — 8.05: If the Vendor capabilities include electronic prescribing of controlled
substances (Ambulatory only), the Tester shall verify that the measures are
accurately calculated including and excluding controlled substances

Inspection Test Guide for (g)(1)

IN170.314(g)(1) — 8.01: Using the information provided in TD170.314 (g)(1)/(9)(2) - eRX, the Tester
shall verify that the baseline and delta reports, including the numerator, are
created correctly and without omission and include sufficient detail to match
the patients or actions in the numerator report to the measure’s denominator
limitations

IN170.314(g)(1) — 8.02: The Tester shall verify that the baseline and delta reports reflect the
expected results for the selected Test Cases as indicated in the “Numerator
Recorded” column of TD170.314 (g)(1)/(g)(2) — eRx

IN170.314(g)(1) — 8.03: The Tester shall verify that for the Test Case(s) selected in
TE170.314(g)(1)/(2) — 8.04, recording of the numerator did not occur

Test Data Narrative

The test data for this measure is ONC and Vendor-supplied. The Tester will designate the Test Cases to
be used during the test, and the Vendor will supply the Electronic Prescription entry details.

The requirements for this measure differ based on the capability of the EHR technology to electronically
prescribe controlled substances. Separate test data sets are provided to support testing of these
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requirements. The first set of test data, “Stage 1 EP Only,” reflects the Stage 1 measure, which requires
Electronic Prescribing for medications (other than controlled substances) in the EP setting only.

The second set of test data, “Stage 2 (includes controlled substances) EP Only,” reflects the Stage 2
option that allows Vendors to support EPs in Electronic Prescribing of controlled substances. Additionally,
it accounts for the Stage 2 requirement that electronically transmitted prescriptions are queried for a drug
formulary. This set of test data is only to be used by Vendors that are capable of electronically prescribing
controlled substances and incorporating these prescriptions into measure calculations (g2) or numerator
recording (g1).

The third set of test data, “Stage 2 (excludes controlled substances) EP & EH/CAH,” reflects measure
requirements for EHR technology that is incapable of electronically prescribing controlled substances,
and measure requirements for the EH/CAH setting that accounts for electronic prescription of new,
changed or refilled prescriptions for patients who are discharged. This test data set also incorporates the
requirement that electronically transmitted prescriptions are queried for a drug formulary. Although the
measure requirements are different depending on the capability of the EHR technology to support
controlled substances, the associated Test Data Scenarios are the same.

The Test Data Scenarios for Electronic Prescribing represent a combination of new and existing patients.
New patients from Test Data Scenario 1 may appear as existing patients in Test Data Scenarios 2-5 to
reflect an additional encounter or action when Electronic Prescriptions may be transmitted.

Prior to the test, the Vendor will enter all patients and associated actions in 170.314(g)(1)/(9)(2) - eRx -
MU1/MU2 - 1: Test Data Scenario 1. The Tester will create the baseline report and record the number in
the numerator (g1,92), and the number in the denominator and the resulting percentage (g2 only).

The Tester will select a minimum of 1 Test Case from each of the four remaining Test Data Scenarios. In
the remaining Test Data Scenarios, the use of “-“ in the Test Cases indicates there is no instance where
the numerator can be populated without populating the denominator.

e 170.314(9)(1)/(9)(2) - eRx - MUL/MU2 - 2: Test Data Scenario 2 - The use of “-“ in 